little is known about the specific service priorities, and experiences of clients using shelter facilities for homeless people, homeless youth and abused women. According to a literature study by Wolf, Luijtelaar, Jansen and Altena 3 the few existing client satisfaction studies among homeless people and youth have all been conducted in the USA and have used instruments designed for other populations (e.g. medical patients). Macnee and McCabe 4 have questioned the applicability of such instruments to homeless people. There is a similar lack of internationally published research evaluating shelter health care services to abused women. 5, 6 Especially little is known about the experience of being in a refuge from the women's point of view. 7 The Social Support Act in the Netherlands 8 requires shelter agencies to report annually on client satisfaction, in the interest of both external accountability and internal quality control. At present, however, no standardized assessment instruments exist for their target populations (homeless people, homeless youth and abused women). Organizations either construct their own questionnaires or use instruments designed for other target populations which may or may not be adapted for the purpose. Many such instruments have not been tested for reliability and validity, and comparisons between service providers are rendered impossible by the variety of instruments used.
In monitoring the quality of care from a client perspective, some Dutch health care sectors make use of consumer quality indexes (CQ indexes or CQIs). 9 These are based on the American CAHPS (Consumer Assessment of Healthcare Providers and Systems 10 ) and the Dutch QUOTE (Quality Of care Through the patient's Eyes 11 ) questionnaires. Like the CAHPS and QUOTE questionnaires, CQI instruments assess patient experiences, rather than patient satisfaction, as experience measures have been found to be less subjective than satisfaction measures, as well as generating more detailed information for quality improvement. 9 Two types of CQI questionnaires exist: (i) the 'experience questionnaire', on which clients rate their experiences with specific service aspects on a 4-point scale (1 = never, 2 = sometimes, 3 = usually, 4 = always); and (ii) the 'importance questionnaire', on which clients rate the importance they attach to those aspects on a 4-point scale. Both the development of CQI instruments and the analysis and reporting of results are bound to strict guidelines developed and monitored by the Health Care Insurance Board (CVZ).
Our aim was to design a valid and reliable CQI specifically suited to assess the experiences that homeless people, homeless youth and abused women have with shelter and community care services. The instrument was also to enable comparisons between service providers.
Methods
The consumer quality index for shelter and community care services (CQI-SCCS) was constructed in adherence to the CQI guidelines. 12 It was developed in close cooperation with clients, client advocacy groups and shelter workers, as well as with key stakeholders in shelter management and academia. A feedback group-composed of representatives from Federatie Opvang (Dutch federation of shelter services), client advocacy groups, local government authorities, the Association of Netherlands Municipalities (VNG), the health ministry, and the CVZ-was engaged in the entire process. Two representative groups of management professionals from homeless and abused women's shelter organizations provided additional feedback on the questionnaire's content to help ensure sector-wide support.
Constructing the pilot questionnaire
Available literature on client satisfaction and experiences with homeless and women's shelter services 3 was analyzed, six focus group discussions with clients were held, and the concept mapping method 13 was used 14, 15 to determine the topics to be covered by the CQI-SCCS.
On the basis of these preparatory activities, seven focus topics were proposed for the CQI-SCCS: client-worker relationship, appropriate care, information provision, support for children, services received, results of services and living conditions. After consultation with the feedback group and the advocacy groups, a preliminary pilot questionnaire was tested among clients from the three target populations. We found that the questionnaire needed to be shortened and the language simplified, and we therefore engaged a professional language service to analyze questions in terms of comprehension by people with low education and to make suggestions for rephrasing. We constructed two types of questionnaires: (i) a 'community care version' for people receiving support in relatively independent accommodation or from outreach teams; and (ii) a 'shelter version' for people staying in crisis or residential shelters, or day and night shelters. The shelter version contained additional questions on living conditions. The pilot experience questionnaire consisted of 67 items for community care clients and 78 for residential, day or night shelter clients, of which, 42 and 52 items pertained to client experiences (see table 1 ). To both questionnaires we added questions from the Mental Health Care Thermometer (MHC-T), 15 which is the standard instrument used in the Netherlands to measure clients' satisfaction with MHC. The MHC-T has been widely tested and found to have good internal reliability, construct validity, and can be used for benchmarking.
Data collection
Data were collected between March and August 2009 from clients of services for homeless people (CSHP), clients of services for homeless youth (CSHY) and clients of services for abused women (CSAW) across the Netherlands. Services for homeless youth are defined as services specifically tailored at youth younger than 25 years old who were living on the streets or stayed temporarily with family or friends or in homeless shelters with the absence of a legal guardian (Ministry of Health, Welfare and Sports, 2004) .
Approximately 20 service providers per target population were selected using a stratified sampling procedure, based on a list of shelter service providers differentiated by type of services (crisis, residential, day or night and outreach, supported living) and by region. It should be noted that for homeless youth no day/night services are available and for abused women no day/night and outreach services are available. Inclusion criteria for facilities were (i) having a capacity of over 14 clients, (ii) having one of the three client groups as its target population and (iii) offering regular services rather than highly specialized services only. In most facilities, meetings were convened where clients were asked to complete the questionnaire, with a trained interviewer available for assistance. Interviewers left questionnaires behind for clients not attending the meetings. In community care services where organizing meetings proved problematic, workers were instructed to distribute the questionnaires among clients. Inclusion criteria for clients were: (i) being primary clients of the service; and (ii) being mentally and physically able to complete the questionnaire (with or without interviewer assistance). Questionnaires were available in Dutch, English, French, Turkish and Arabic; if necessary, an interpreter assisted. To determine test-retest reliability, we had clients of five homeless and seven abused women's facilities to complete a second, identical questionnaire 2-3 weeks after the meeting.
Participants
Of the 848 clients, we asked to complete a CQI-SCCS experience questionnaire, 762 did so (table 2) and 744 (88% of the initial sample) could be included in the analyses after data cleaning. Of these 744 respondents, 37% were CSHP, 29% were CSHY and 34% were CSAW. For a quarter of clients (26%), services involved living support in relatively independent accommodation or assistance from outreach teams. Per service provider we questioned an average of 12 respondents. The majority of respondents receiving services for homeless people and homeless youth were male (81 and 68%, respectively). Average ages were 43 for CSHP, 21 for CSHY and 31 for CSAW. Almost half of the clients (45%) had completed moderately low schooling, 28% had only elementary or no education and 28% had high or moderately high education. More than half of clients (59%) had at least one parent born outside the Netherlands, with the highest percentage in the CSAW subgroup (77%). Non-response analyses comparing the background characteristics of the net-respondents and the netapproached (net-respondents plus the non-respondents) showed that there were no significant differences indicating selection bias.
Analyses

Psychometric properties
After cleaning the data according to the criteria set by CVZ, we performed psychometric analyses to select questions and construct scales for the final instrument. All psychometric analyses were performed separately on the total sample and on the three target groups. Item and inter-item analyses were also performed on the subset of clients who completed the shelter questionnaire. Items qualifying for elimination were: (i) extremely skewed items (90% of response in extreme category); (ii) items with high nonresponse (>10% missing values); and (iii) items strongly correlated with another item (r > 0.85). On the remaining items, we conducted principal components analysis (PCA) with oblique rotation, likewise performed separately on the subset of clients completing the shelter questionnaire. Test-retest reliability was assessed for CSHP and CSAW on the basis of correlations between the scale scores of respondents who had filled in the second, identical questionnaire. Construct validity was examined using correlations between CQI and MHC-T scales.
Discriminative power
To determine the variability of CQI scores among different shelter service providers-and thereby the usefulness of the CQI for benchmarking studies-we calculated Intraclass Correlation Coefficients (ICC), using multilevel linear regression analyses of client experiences nested within service providers. These were performed separately on the subgroups of CSHP, CSHY and CSAW. Background variables that significantly influenced the scores of at least one scale were included as case mix adjusters, in order to control for differences in client composition between service providers. A chi-square test determined whether ICCs significantly differed from 0.
Results
Psychometric results
Item, inter-item and PCA
Item analyses showed that no items were extremely skewed. Eighteen items, plus 4 items from the shelter questionnaire, had too many missing values for inclusion in the final questionnaire. Inter-item Client recommends organization to other clients a: All items are experience items, expect for items 20 (skip item), 51 (general rating 0-10) and 52 (opinion 1-4). analyses revealed that the items with correlations above 0.85 were also items with too many missing values. We also excluded from the PCA two items that had binary answer categories and low importance scores, as well as the general rating item with its 0 to 10 scale. PCA with oblique rotation were then performed on the remaining 21 items for the total sample and the three target groups separately, as well as on the 27 items (i.e. including living conditions) for the subset of clients using the residential facilities, day and night shelters. For the total group, two factors were found with an explained variance (EV) of 54% (Kaiser-Myer-Olkin (KMO) = 0.955, Barlett's test P < 0.001, n = 653). Factor one had an Eigenvalue of 9.57, an EV of 46% and consisted of 16 items about received services. The second factor, with an Eigenvalue of 1.72 (EV 8%) contained five items about results of the services. PCA on the subgroups revealed similar results, except that for CSHP the factor on received services was split in two factors, one large factor (10 items) on services received (Eigenvalue 9.23, EV 44%) and one factor of five items on the client-worker relationship (Eigenvalue 1.03, EV 5%). When performing PCA for residential, day and night shelter clients on 27 items, three factors were found: one factor on services received (15 items), one factor on results of services (5 items) and one factor consisting of seven items of which six pertain to living conditions (Eigenvalue 1.26, EV 5%).
In consultation with the feedback group, two items were not included in the final PCA: (i) one item that did not fit into a scale; (ii) one item that was conceptually similar to, and had a relatively high correlation with, another item in the same scale. Table 3 shows the results of the final PCA with 19 items for the total sample, 19 items for the CSHP group, and 25 items for the clients using residential facilities, day and night shelters. These results are very similar to the results of the exploratory PCA.
Based on the PCA, four reliable scales were constructed: a clientworker relationship scale (items 1 to 4, table 1); a services received scale (items 6-10, 13-15, 19 and 28); a results of services scale (items 38-42); and for the shelter version, a living conditions scale (items 43-48). Cronbach's alphas ranged from 0.77 to 0.90 for the total sample. For the three subgroups, Cronbach's alpha was also high for all scales, namely: 0.79-0.90 for CSHP, 0.77-0.91 for CSHY and 0.72-0.89 for CSAW. We decided to construct a separate scale for the client-worker relationship items for all subgroups. This decision was made because previous research has shown that clients of shelters for homeless people and for abused women themselves indicate client-worker relationship as a separate theme. 15, 16 Furthermore, for homeless youth the client-worker relationship is also essential when using services. 17 Because we constructed identical scales for the three subgroups it is possible to compare scores on all scales between subgroups. This is an important advantage for service providers and external stakeholders.
Construct validity
Correlations between the MHC-T satisfaction with staff scale and the CQI-SCCS client-worker relationship and services received scales were relatively high (0.55-0.66) in all subgroups. The correlations between the MHC-T information scale and the same two CQI-SCCS scales were also relatively high (0.45-0.60). Weaker associations (0.34-0.58) emerged between the MHC-T Satisfaction with Staff scale and the CQI-SCCS results of services and living conditions scales; this was to be expected given the dissimilarity of the topics. Table 3 Factor loadings of the items according to the final PCA for the total group, CSHP and clients using residential facilities or shelters
Factor
Factor loading Factor loading Factor loading Total (n = 658) CSHP (n = 241) Clients using residential facilities, shelters (n = 443) Likewise, weak associations (0.19-0.49) appeared between the MHC-T input/participation scale and the CQI-SCCS scales.
Test-retest reliability
The correlations between the average scale scores of 115 clients on the test and retest questionnaires were 0.67 for the client-worker relationship scale and for the services received scale (for CSHP the correlations were 0.62 and 0.69, respectively; for CSAW 0.71 and 0.66, respectively). For the living conditions scale the test-retest correlation was 0.62 for the total group, 0.54 for CSHP and 0.69 for CSAW. The test-retest correlation for the total group was somewhat lower for the services received scale, namely 0.52 (CSHP 0.59, CSAW 0.47).
Discriminative power
The ICCs in Table 4 show that the differences found between service providers were widest in the CSHP subgroup, explaining 15-31% of the variance in scale scores. ICCs were also quite high in the CSHY subgroup, with 15-22% of total variance attributable to differences between service providers, except on the results of services scale, which had a lower, non-significant ICC of 6%). In the CSAW subgroup, between-group variances were non-significant, except on Living Conditions (11%).
The final instrument
The final, refined version of the Experience CQI-SCCS contained 42 items for community care clients and 52 for residential, day and night shelter clients, with a respective 32 and 42 items pertaining to clients' experiences. The first 10 items in the final instrument concerned respondents' background characteristics. In addition to the items assigned to scales, we retained some non-assigned items (11, 12, 17, (20) (21) (22) (23) (24) (25) 27 , 49-51) in the final instrument, for reasons including their high importance scores or stakeholder feedback on their indispensability.
Discussion
Our aim was to develop a CQI-SCCS for homeless people, homeless youth and abused women which would have good psychometric properties and could also be used to perform benchmarking studies. All three target groups of the CQI-SCCS have multiple, strongly intertwined material and immaterial problems and often lack the necessary resources to hold their own. [18] [19] [20] [21] [22] During the development of the questionnaire, we consulted client groups of each target population to investigate whether specific subgroup related questions needed to be included in the instrument. This was not the case. Moreover, analysis of the pilot questionnaire showed that a single CQI-SCCS instrument would be suitable for use among clients of services for homeless people, homeless youth and abused women. The availability of a single CQI-SCCS instrument is an important advantage for service providers and external stakeholders.
The final instrument we constructed assessed client experiences on three reliable scales, plus an additional reliable scale deriving from the shelter version of the questionnaire. For the first time in the development of the CQI instruments, test-retest reliability and construct validity of the scales were assessed. With total test-retest correlations from 0.62 to 0.67, test-retest reliability was satisfactory for the client-worker relationship, services received and living conditions scales. We therefore consider these scales sufficiently reliable over time. Test-retest reliability of the Results of Services scale was somewhat lower at 0.52. Comparison of the CQI-SCCS and the MHC-T indicated that the CQI-SCCS measures what it is intended to measure, although the construct validity of the results of services and living conditions scales could not be adequately tested due to unavailability of comparable scales in existing questionnaires.
Quality differences between service providers were largest in the CSHP and CSHY subgroups. As much as 15-31% of the total variance in scale scores could be attributed to such differences, except on the results of services scale in the CSHY subgroup. This is very high compared with previous assessments using CQI instruments, where between-group variances have usually explained 1-5% of the total variance in scale scores, and very rarely more than 10%. 23, 24 This high discriminative power found for the CSHP and CSHY groups makes the CQI-SCCS especially useful for discerning quality differences between and within organizations targeting these two subgroups through benchmarking. This would provide important information for the organizations themselves as well as for external bodies responsible for funding and performance monitoring.
An additional aim of this study, beyond the psychometric properties of the instrument, was to tailor the CQI-SCCS to the unique context and wishes of the shelter sectors. To this end, we carried out a broad array of preparatory activities and engaged many stakeholders on all different levels. The topics covered by the questionnaire and the questions themselves were developed in consultation with clients and workers from all three target populations and were re-evaluated by clients themselves. We therefore believe the content of the questionnaire is well tailored to the concerns of the clients.
The urgent need for this instrument is demonstrated by the interest in and support for the use of the final questionnaire which has already been shown by shelter management professionals and external stakeholders. The routine monitoring of developments over time and the comparison of the outcomes from different organizations can give an important boost to the professionalization process in the entire sector-one of the foremost goals set by and for shelter organizations. Such organizations are already required by law to perform routine client satisfaction assessments. It is likely that in the future they will be obligated to perform such assessments with a standard instrument. The CQI-SCCS has already been chosen as the central instrument for measuring quality indicators for the sector and is now being widely applied in the Netherlands. Researchers using the CQI-SCCS in one of the three target populations face two potential problems. First, the situation in which clients find themselves may affect the openness of their answers, more so than would be the case in settings like medical facilities. Given the clients' continuing dependence on the shelter organization and its employees, and in view of past life experiences that may have undermined their trust in other people, they must be convinced that their anonymity is guaranteed. Second, some clients may not be mentally able to complete questionnaires. However, the CQI-SCCS has been designed with this specific group in mind; it has been tested by clients during the construction phase, and formulations have been adapted in consultation with a professional language service. Moreover, we did not receive any signals that clients were unable to complete the questionnaire.
Several questions for future research remain. One is why discriminative power was relatively low for abused women's facilities. This might be due to a smaller range of service types for abused women as no day/night or outreach services are available for them while especially experiences with these service types may be different. 25, 26 Other possible explanations are a lack of diversity in the ways abused women experience services, or a lack of sensitivity in the instrument. Future research could resolve this question, as well as gauging the usefulness of the CQI-SCCS for benchmarking in the women's refuge sector. Another enhancement to the current study could result from the further testing of the construct validity of the results of services and living conditions scales.
The CQI-SCCS should enable valuable, tailor-made information to be collected on how clients experience shelter and community care services. The reliability and validity of the instrument, its applicability in the three target populations, and its sector-wide support should make the CQI-SCCS a vital tool for the future quality monitoring of client experiences with shelter and community care services, including benchmarking. This will help professionalize the sector, thereby improving the quality of care and services, and eventually the quality of life for clients. Financial support from the Ministry of Health, Welfare and Sport is gratefully acknowledged.
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